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Psychoanalysis: There is a good deal of 
confusion in the minds 


Past and Present of many about the place 


of psychoanalysis in medicine, and many phy- 
sicians are a little embarrassed or self-conscious 
about asking questions which would seem to 
betray ignorance so they just go on wondering 
and sometimes indulging themselves in preju- 


‘dices based on misinformation. No one need 


be ashamed of having a certain amount of con- 
fusion about what psychoanalysis is and where 
it belongs in medicine. Until a few years ago 


- there existed a general confusion about the rela- 


tive position of psychiatry, psychology, neurology, 
and psychoanalysis which, fortunately, has grad- 
ually become clarified. 

During the Civil War in this country and the 
Franco-Prussian War in Europe the army sur- 
geons and physicians were very frequently faced 
with clinical problems which resulted from the 
severing of large nerve trunks or spinal cord 
tracts and the injury of certain brain areas by 
large caliber missiles. From the special interest 
which some of these physicians developed in 
nerve tract injuries, there arose the specialty 
of neurology. We do not mean that it did not 
exist before, but that it was of no great impor- 
tance in medicine until after the Civil War. In 
the large northeastern cities of our country and 
in Berlin, Paris and London neurology then be- 
came a very highly developed and, we may Say, 
aristocratic specialty, enlisting the talents of 
some of the most. capable and discriminating 
diagnosticians. 

Because these men were known by the public 
as “nerve specialists” (which is exactly what they 
were), many people went to them not only for 
neurological afflictions but for “nerves.” The 
public was using the word, of course, in a very 
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different sense than were these specialists but 
this did not prevent them from piling in on 
the neurologists and the neurologists had to do 
the best they could for these patients even 
though they knew very little to do. As we now 
realize, the problems in these cases were psy- 
chological and not neurological, but the public 
did not make this distinction, and since there 
was no one else for them to go to, the neurolo- 
gists, willy-nilly, had to “treat” the neurotics as 
well as the neuritics, the tabetics, the poliomye- 
litics, etc. 

In France some of the neurologists wrestling 
with this problem revived the neglected tech- 
niques of hypnosis which had been under a very 
stupid ban for nearly 100 years on account of 
the blindness of the French Academy to the real 
merit of the discoveries of Mesmer. These French 
neurologists used hypnosis in a very spectacular 
way and soon physicians were coming from all 
over the world to see what they were doing. 
Among these visitors was a neurologist from Vi- 
enna by the name of Sigmund Freud. Freud 
got the general idea about hypnosis and went 
home to Vienna and started to use it in his pri- 
vate practice. He soon found, however, that 
if one dropped some of the histronics that the 
French neurologists had been using, quit doing 
so much talking to the patient and just listened 
to him, some very strange things began to hap- 
pen, stranger even than the things which hap- 
pened under hypnotic suggestion. He worked 
away at this for about ten years and then came 
out with some ideas about the treatment of 
these neurotics, which he first proposed to other 
neurologists and internists with whom he had 
had a fine reputation as a scientist. But they 
ridiculed his new ideas. Freud was a very sensi- 
tive man and this rejection made him somewhat 
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antagonistic to the medical profession there- 
after. But it did not prevent quite a number 
of physicians from going to his clinic to study 
and work with him, and this group of physicians 
elaborated more and more the methods of treat- 
ing neurotic patients by Freud’s method and the 
discovering of deep, previously unrecognized psy- 
chological principles. 

By 1914 psychoanalysis had been fairly well de- 
veloped as a useful tool for the treatment of 
neurotic patients, but it was still largely done by 
a handful of ex-neurologists who had been at- 
tracted by the brilliancy of Freud’s results and 
also by the brilliancy of Freud’s theories explain- 
ing his results. At this point the World War 
exploded. 

Prior to the World War not one American phy- 
sician in ten thousand had even heard of psycho- 
analysis; few of them knew anything about psy- 
chiatry. But the sudden occurrence of enormous 
numbers of “shell shock” victims brought about 
a curious situation. Each Army unit had its neu- 
rologist, and the neurologists were called upon to 
treat these cases. They did their best, but they 
failed, ignominiously. I can well remember my 
own professor at Harvard declaring how use- 
less all of our neurology was to explain these 
cases that were developing in such huge num- 
bers in the European battlefields. I remember 
his explaining, too, that we would begin to un- 
derstand these cases if we would study the new 
theories of this fellow Freud whom most Ameri- 
cans had never heard about and whom the Euro- 
pean doctors had laughed at. I remember when 
Babinski, the celebrated French neurologist, who 
has had a reflex named after him, tried to ex- 
plain the cases of “shell shock” by some theories 
about invisible nerve injuries. Others believed 
that the. brain tissue had been injured by the 
jarring. All sorts of scientifically untenable hy- 
potheses were made by very intelligent physi- 
cians and surgeons. 

It was at this point that Pershing wired back 
to America that if there were any doctors who 
knew something about acute nervous illnesses 
they should be sent immediately to Europe in 
as large numbers as possible. Older psychiatrists 
weré then discovered in various out of the way 
places and new psvchiatrists were trained and 
sent to Europe; later Veterans’ Bureau hospitals 
for psychiatric patients were built all over the 
country and staffed with psychiatrists. More and 
more psychiatry “came of age” in America. The 
American Psychiatric Association leaped from a 
small membership to its present status of close 
to three thousands. Professorships in psychiatry 
were established in medical schools, psychiatric 
clinics arose in various parts of the country, the 
application of psychiatry to education, industry, 
child training, crime, penology, and many other 
fields of human life began to occupy the atten- 
tion of thoughtful people inside and outside of 
the profession. 

The war was not the only reason for this. The 
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neurologists had never known what to do with 
the functional nervous and mental cases that 
came to them; they used their native wisdom 
and good common sense, some convenient hos- 
pital or sanitarium, and sometimes some rather 
experimental procedures not based on psychology 
so much as on physiology. But none of these 
things worked very well and the impression grew 
up that nervous and mental cases were hopeless, 
that there was no reliably effective treatment 
for them. Psychiatrists, on the other hand, learn- 
ed from experience that with the proper methods 
of treatment the great majority of these cases 
recovered. Thus they had a diametrically oppo- 
site attitude. They knew that some treatments 
were effective; they believed that more treat- 
ment methods could be discovered and they 
sought for them. For this reason psychiatrists 
welcomed the new treatment method of psycho- 
analysis for certain selected cases. Psychoanalysis 
not only did cure some cases, but it gave psychia- 
trists an entirely new understanding of their 
patients on the theoretical side, even patients to 
whom it was not applicable as a treatment meth- 
od. Hence, the psychiatrists encouraged the study 
of psychoanalysis and many psychiatrists them- 
selves went to Vienna, Berlin and London to 
learn the technique. Later, institutes for training 
physicians in psychoanalysis were developed in 
this country. 

At the present time there are perhaps 300 psy- 
choanalysts in this country, and another 200 psy- 
chiatrists who will have finished their psycho- 
analytic training soon. This means that about 
one psychiatrist in every six has had psycho- 
analytic training. This is something like the 
situation in medicine where perhaps one doctor 
in every six learns surgical technique. Every 
surgeon is, first of all, a physician, and, secondly, 
a surgeon; similarly, every psychoanalyst is, first, 
a psychiatrist, and only secondarily a psycho- 
analyst. 

For the fact remains that the great majority 
of psychiatric cases are not suitable for psycho- 
analvsis any more than the great majority of 
medical cases are suitable for surgery. Surgery 
has hazards and complications, and we like to 
avoid an operation if we can; similarly, psycho- 
analvsis has disadvantages and we like to avoid 
it if we can. But there are some cases on which 
it is much better to operate than to allow the 
patient to become a chronic, hopeless invalid; 
the same is true of psychoanalysis. And just as 
surgery was accepted reluctantly at first, and then 
over-enthusiastically, so some doctors are still 
skentical of psvchoanalysis and universely deny 
their patients its benefits, while others want to 
apply it to problems for which it is not adapted. 
Gradually the place of psychoanalysis in medi- 
cine will become objectively established and as 
well known to all physicians as is surgery. 


Karl A. Menninger, M.D., 
Topeka, Kansas 
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Syringomyelia and Spina Bifida 


WALTER D. ABBOTT, M.D., F.A.CS. 
LEE FORREST HILL, M.D. 
Des Moines, Iowa 
and 
J. E. KAHLER, M.D. 
Los Angeles, California 


“pr. Abbott was graduated from Creighton University 
School of Medicine in 1926. He is a member of the 
American College of Surgeons and the Central Neuro- 
psychiatric Association. 


Dr. Hill received his Medical Degree from Harvard 
Medical School in 1920. He is a member of the American 
Academy of Pediatrics and is certified by the American 
Board of Pediatrics. 


Dr. Kahler was graduated from the University of Penn- 
sylvania School of Medicine in 1933. He is Pathologist at 
the Iowa Methodist Hospital, Des Moines, Iowa. 


The occurrence of syringomyelia and spina 

bifida is rare aS a review of the literature 
shows only a case described by Weil and 
Matthews! in 1935, at which time these au- 
thors reported a case of spina bifida with 
duplication of the cord and syringomyelia 
in a child five months of age with autopsy 
studies and also quote a report by Krause 
and Weil. Thebenard and Coste? in 1935, re- 
ported cases of two brothers suffering from 
perforating ulcers of the feet and thermic 
disturbances in 1929. That article reports 
similar observations in two sisters. suf- 
fering from a similar form of perforating 
ulcers. In these cases there was spina bifida 
occulta and sensory disturbances of the syrin- 
gomyelic type. Turnbull’ in 1933, reported.a 
case of a man, aged 30, with symptoms aris- 
ing from the upper cervical segment. Opera- 
tion confirmed findings and the subsequent 
autopsy revealed syringomyelia associated 
with cervical spina bifida. 
’ The present case is one of an infant, J. G., 
who was first seen by one of us a few hours 
after birth. Delivery was by Caesarean sec- 
tion and the birth weight was 7 lbs. 334 oz. 
This was the mother’s first pregnancy. Both 
parents were healthy young Jews. Careful 
inquiry failed to disclose any history of con- 
genital abnormalities in the infant’s ances- 
try. 

Physical examination of the newly born in- 
fant was entirely negative with the excep- 
tion of tumor in the lumbar region typical 
of a slight spina bifida. In the center of the 
Swelling over an area of approximately 0.5 
centimeter the skin was thinned to parch- 


ment-like consistency, bluish in color, and 
contained a few tufts of hair. Otherwise, the 
tumor was covered with normal skin. There 
was no dissimilarity in size, motion, or re- 
flex action in the two legs at this time. Roent- 
genogram of the lumbar spine showed the 
anticipated defect in the fourth and fifth 
lumbar vertebrae. 

Neurosurgical consultation (by W. D. A.) on 
the third day advised no operative interfer- 
ence because there was no bulging of the 
sac. 

The baby was not seen again until the third 
month when an obvious atrophy or failure 
of development of the left leg was noted. 
The right calf measured 13 centimeters in 
circumference and the left 10 centimeters. 
The mother stated the baby did not move 
the left leg as freely as he did the right. 
Nutritional status was excellent, the weight 
being 11 lbs. 914 oz. There was no evidence 
of hydrocephalus and mentally the baby ap- 
peared to be developing normally. 

After the fifth month when the left leg 
was not improving, it was decided that oper- 
ation should be carried out and on August 
10, 1939, under avertin anesthesia, an in- 
cision was made from the first lumbar to 
the second sacral vertebrae, inclusive. There 
was a bluish area approximately 0.5 centi- 
meter in size in the skin which contained 
a few tufts of hair; a fibrous tissue stalk 
extending from the dura was found, while 
the left laminae of the fourth and fifth lum- 
bar vertebrae were absent. The dural sac 
was bulging and when the needle was insert- 
ed into it, clear cerebral spinal fluid was 
obtained. The fibrous band was resected and 
the dura opened. A tumor measuring 2 by 1 
centimeter was found arising from the filum 
terminale which extended over the entire 
cauda equina on the left side. Although the 
growth appeared to be encapsulated, it was 
extremely friable and when manipulated it 
came apart so that it had to be removed 
piecemeal. This mass apparently was com- 
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pletely removed and the dura was closed with 
continuous silk sutures, as was the muscle. 
The skin was closed with continuous dermal 
after removing the above mentioned dis- 
colored area. A rubber apron was sewed over 
the buttock to prevent fecal contamination 
of the wound. 

Pathologic Report (by J. E. K.)—‘‘Grossly, 
the tumor mass measures approximately 8 
by 6 by 5 mm. It is pale pinkish white in 
color, soft and friable in consistency. The 
latter made removal of the intact specimen 
impossible and with removal the tissue broke 
into numerous small pieces.” 

Microscopically, the bulk of the tissue is 
made up of numerous intercommunicating 
irregularly-shaped cavities. These cavities do 
not have a cellular lining and they are de- 





Figure 1. 
Lesion as exposed- at operation. 






Figure 2. 


Photomicrograph showing relation of two of the 

cavities to the central canal. Note small collec- 

tion of ganglion cells to left of central canal and 

large number of ee” uaa and venules. 
x 20. 
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limited by a meshwork of glial fibrils. The 
cavities do not communicate with the cep. 
tral canal which in some sections can he 
seen as a well developed structure lined by 
ependymal cells which in some Cases retain 
their cilia. The tissue surrounding these cayj- 
ties is composed almost entirely of relatively 
acellular glial tissue with occasional irregular 
groups of ependymal cells having no ten. 
dency to form a central cavity at varying 
distances from the central canal. A few gang. 
lion cells and nerve fibers can be demon- 
strated. In these ganglion cells the Nissl sub- 
stance is decreased in amount and the cel] 
processes are short. In the same section the 
syringomyelic cavities occupy the other three 
quadrants surrounding the central canal. 

The presence of a well developed central 
canal and of ganglion cells supports the be-| 
lief that the mass is the result of syringo-| 
myelic cavitation of the conus medullaris, 
The fact that nearly all of the solid portion’ 
of the tissues is composed of glial fibers sup- 
ports the theory that syringomyelia develops 
from a primary gliosis of the central ner- 
vous system.” 

Recovery was uneventful and on September 
6, 1939, measurement of the right thigh was 
21.2 cm.; right leg 15 cm. Measurement of 
the left thigh was 18.7 cm.; left leg 13.7 cm. 
On November 23 measurement of the right 
thigh was 21.2 cm.; right leg 15.6 cm. Mea- 
surement of the left thigh was 20 cm. and 
the left leg was 143 cm. The child was 
showing improvement with some movement 
of the lower extremity. When seen on Janu- 
ary 13, 1941, measurement of the right leg 


Figure 3. 
Higher magnification of area in Fig. 2. x 65. 
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was 15.6 cm.,; left leg 13.8 cm. Measurement 
of the right foot was 9.4 cm.; left foot 7.5 
em. A brace has been applied to the left 
leg and the child is able to stand with slight 
support. He is developing mentally, creeps 
and there seems to be slight improvement 
in the motion of the leg when seen on June 
15, 1941. The control of bowel and bladder 
is within normal limits although there is a 
tendency to obstipation. 


Summary 


The occurrence of syringomyelia and spina 
pifida is rare. This case is reported because 
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it reveals that such a tumor mass can be 
removed successfully. 
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Psychiatry is the last branch of medical 
science to become elevated to a scientific 
level in medical practice. This is largely the 
result of a legacy of primitive fear, super- 
stition, and religious misconceptions concern- 
ing anything relating to mental illness. 

It is only 200 years since the days of witch- 
craft and the concept that demoniacal pos- 
session, or mental illness, was the result of 
wrong doing; and punishment a proper treat- 
ment. It is only 150 years ago that Pinel 
cast off the chains of the insane at Sal 
Pietrere and Tuke started his various reforms 
and unshackled mental patients in England. 
It is only 100 years since the first state hos- 
pitals were organized and the state assumed 
a responsibility in -the case of the mentally 
unfit. Fifty years ago began the first scien- 
tific approach towards psychologic factors as 
the cause of emotional disorders. At this time 
Freud began his monumental contributions 


resulting in the development of the analytic 
school of psychotherapy. 

At the turn of the 20th century, outside 
of a few psychiatrists, no practitioner in medi- 
cine had accepted the principle of the mental, 
emotional, or psychogenic factor as a cause 
of the neuroses. The great movement of the 
cults flourished because of this apathy on the 
part of the medical profession. 

Thirty years ago a very important reform 
began through the foundation of the National 
Committee for Mental Hygiene. This move- 
ment has contributed much toward making 
the laity and medical profession conscious of 
the importance of research and common sense 
approach toward the mental patient. Even 
as short a time as 15 years ago there were 
very few medical schools with adequate cur- 
ricula in psychiatry. The students graduated 
with little or no understanding of psycho- 
pathology, psychobiology, or scientific exami- 
nation and treatment of the functional men- 
tal patient. Even today our medical schools 
are still dominated by the concept of organic 
pathology as the cause of disease, attempting 
to explain emotional phenomena on the basis 
of bacterial or chemical disease, in spite of 
the fact that 50 per cent of patients seeking 
medical relief for their symptoms show no 
evidence of organic structural or physical pa- 
thology. This large army of sufferers do not 
have diseases, but are victims of emotional 
disorders caused by faulty adjustment or in- 
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ability to meet successfully economic, social 
or personal life problems. 

Of recent years a tremendous change has 
come about in modern psychiatric treatment. 
Among principal factors responsible for this 
change is, first, the mental hygiene move- 
ment. Educational propaganda to lay-groups, 
medical and nursing and social service agen- 
cies has awakened great interest particularly 
with reference to prevention of adult mental 
problems by early recognition in childhood of 
these potential disabilities. Philanthropic en- 
dowments for mental hygiene of youth have 
done much, especially in metropolitan centers, 
to lessen this load upon society. The gains 
from this source will become much more ap- 
parent as time goes on. 

Second, leaders in the medical profession 
emphasizing the need for psychiatric sub- 
jects in the medical school curricula and 
interesting medical students in psychiatry and 
psychiatric nursing have produced more spe- 
cialists trained in this field. There is still 
great need for better psychiatric teaching 
courses in most medical schools. 

Third, the exposure in the recent World War 
of extreme deficiencies on the part of the 
medical profession in understanding and han- 
dling neuropsychiatric problems has been a 
great stimulus to modern psychiatry. The 
40,000 beds in U. S. Veterans’ hospitals, largely 
filled with neuropsychiatric patients, is a grim 
reminder of the extreme prevalence of social 
misfits. 

Fourth, of late years more research investi- 
gations as to the cause of mental illness with 
a great variety of treatment procedures, have 
stimulated general medical interest in psy- 
chiatry. Recent refinements of treatment by 
means of artificial fever therapy and pharma- 
cologic shock therapy have given physicians 
something more tangible, approaching spe- 
cific therapy, in the treatment of certain 
serious mental disorders for which formerly 
little could be done. Fifth, the latest and one 
of the most important movements has been 
to bring psychiatry into the general hospital. 
A large number of metropolitan hospitals have 
recognized the need for more adequate fa- 
cilities for treating the mentally ill as well 
as the physically ill and are developing spe- 
cialized departments within the general hos- 
pital where early mental patients can be 
brought in without the stigmata of comit- 
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ment as insane or the necessity of being 
secreted away to a private sanitorium. This 
move is rapidly breaking down false concepts 
within the medical body and the nursing pro. 
fession and is enabling psychiatrists to treat 
patients before they have become so fixed in 
their psychopathologic reactions that little 
hope exists for recovery. The nursing pro- 
fession is finding the treatment of mental] 
patients interesting and psychiatric nursing 
an important factor in prompt recovery. 
The first psychosis to respond to a more or 
less specific treatment was dementia para- 
lytica. Wagner von Jauregg’s fundamental 
contribution in 1918, in which he proved that 
artificial inoculation of malaria was curative 
to certain patients with this disease, awaken- 
ed new interest in psychiatric treatment. Soon 
it was shown that other fever inducing agents 
would produce a similar effect; by 1929, with 
the observations of Whitney, Neymann, Os- 
borne, Kettering, Simpson, and others, fever 
began to be induced in the body by artificial 
means through physical appliances which are 
gradually eliminating the more empiric and 
hazardous methods, until now 60 to 75 per 
cent of patients suffering from general paresis 
can be cured. Furthermore, with our present 
knowledge of prevention and more adequate 
early treatment, we are in a position to pre- 
vent in the future a large percentage of men- 
tal breakdowns resulting from brain syphilis. 
Schizophrenia always has been and will 
continue to be the major psychiatric dis- 
ability responsible for a large majority of 
chronic state hospital patients. Even in this 
disorder, however, new hope has been engen- 
dered through the introduction of various 
types of pharmacologic shock treatment; first, 
by the contribution of Manfrel Sakel with 
the use of insulin hypoglycemic shock; and 
later by convulsive shock therapy introduced 
by Meduna. These two methods of treatment 
have some basic or fundamental factor re- 
sponsible for inducing an abrupt change in 
the personality pattern of early schizophre- 
nics, ridding them of their oddities of be- 
havior and delusional trends and making 
them capable of more normal adjustment. It 
is probable that the fundamental factor is 
a change of brain metabolism by induction of 
anoxemia. Whether or not these treatment 
methods are permanent only time can tell, 
but at least they have temporarily improved 
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a high percentage of these cases and have 
created great interest in further research 
along these lines. 

The problem of manic depressive psychosis, 
the second largest disabling psychotic state, 
while having a tendency to spontaneous re- 
covery, still has in the majority of cases an 
appalling economic expense with prolonged 
hospitalization and the ruin of many lives, 
resulting in a multitude of suicides. Recently, 
it has been discovered that convulsive shock 
therapy will terminate severe depressive and 
manic states within a short time. 

With these newer treatment methods at 
our disposal we are in a position to admin- 
ister therapy bringing about a high percent- 
age of remissions in severe psychiatric dis- 
orders, whereas a few years ago we had little 
in the way of tangible treatment to offer. 
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The largest group of psychiatric disabilities, 
those that rarely reach the stage of perma- 
nent institutional care, are the psychoneu- 
roses, society’s commonest illness. In certain 
of the severer types, physiologic treatment 
methods may be indicated, but this group of 
emotional disorders will only be relieved 
through adequate psychotherapy. The future 
practitioner of medicine will necessarily have 
to understand these people and learn to ap- 
proach them scientifically. Otherwise, they 
will never be rescued from the hands of 
cultists or the over-zealous surgeon or other 
forms of unscientific treatment procedures 
that do not reach the basic problem—that of 
inability to fit into a normally integrated life 
situation. 
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Feelings of unreality occur under a wide 
variety of circumstances and have been ex- 
perienced by all of us. In the extremes of 
emotion, as in ecstatic happiness or sur- 
prise, one has a feeling of unreality. The 
phrases “I was walking on air” and “I was 
so happy that I had to pinch myself” are 
somewhat descriptive of this state. A per- 
son stricken by profound grief may be like- 
wise affected. Such examples represent types 
of unreality heavily charged with affect. The 
type of cases to which we would refer dif- 
fers from the foregoing in that there is no 
such strong emotional accompaniment. 

When unreality invests the objects of the 


outer world, one may speak of it as dereali- 
zation; when it affects the individual him- 
self, the term depersonalization may be used. 
At his worst, the depersonalized individual 
feels as if he were an automaton living in 
a curiously detached and changed world. 
There is little, often no dulling of the sen- 
sorium, no disorientation, and no confusion 
so that he is able to perform the many com- 
plicated acts required by social and occu- 
pational demands. 

Although these feelings of unreality im- 
ply a disturbance in the patient’s aware- 
ness, there is no defect in consciousness, 
and these non-psychotic individuals experi- 
ence no trouble in coping with all the prob- 
lems presented by their environment. More- 
over, others are unaware of the person’s state 
of mind. There are no evidences of psy- 
chotic behavior. In the extreme case there 
is a suggestion of a split in the personality: 
the patient feels that his true self is a spec- 
tator, watching the performances of the de- 
personalized being. 

The depression of mood which usually ac- 
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companies this type of depersonalization 
would seem to be a secondary reaction, at- 
tributable to the feeling of depersonalization. 
Yaskin! has stressed the feeling of unreality 
which so often accompanies true depressions. 
In such cases, however, the degree and ex- 
tent of the depression is greater than in the 
cases to be described and the abnormal mood 
occupies the foreground of the clinical pic- 
ture. 

It is well known that derealization and 
depersonalization may be present in greater 
or lesser degree in schizophrenics, paretics, 
in those suffering from manic-depressive 
states, in involutional melancholia and in 
certain intoxicated states. But the admixture 
of other symptoms in these patients renders 
it very difficult to isolate and analyze this 
particular state of mind. 

Depersonalization may constitute the es- 
sential feature of the illness, as in the so- 
called depersonalization neurosis. Before fur- 
ther discussing this condition, the following 
five cases are reported briefly to illustrate 
the variety of nonpsychotic settings in which 
this symptom complex may occur, and its 
own variability. 


Case Reports 


Case 1—This patient was first seen in 1936. 
She was a wealthy young woman, 25 years 
of age, who had been married for two months. 
She was the only child of deceased parents. 
Her mother died in 1920, her father in 1934. 
Since 1935 she complained of “fogs,” i.e., a 
deep feeling of unreality at times reaching 
depersonalization. This condition depressed 
her somewhat and she had thought of, and 
feared she might commit suicide; subsequent 
observation over five years (1936 to 1940) 
showed that these ideas were only casually 
entertained. There has never been any at- 
tempt at suicide. She also feared impending 
insanity. Despite these complaints, she man- 
aged to carry on a complicated social life 
and was taking a post-graduate course at 
a leading university. She tired easily and 
found that her condition was worse when 
she was fatigued. 

Her past history was as follows: Her mother 
died during the patient’s childhood. The pa- 
tient speaks of her as gay, charming and 
affectionate. Her father was a cold, worldly, 
highly opinionated man, who often scolded 
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and disciplined her. She stood in awe of him 
and admired him for his business achieve. 
ments. He lived only for business and go. 
ciety and was a very conventional and ef. 
ficient man with a strong character ang 
tenacity of purpose. Up to about the age of 
16 she was brought up by a French governess 
and educated in a fashionable school for 
girls. Later she attended and was graduated 
from a well-known college for women after 
a stormy collegiate career, because of her re- 
sentment toward authority and “cutting” 
classes. She says she was the problem chilq 
of the college. She had no difficulty with 
her studies, proving to be quite intelligent, 
discriminating, and possessed of some liter- 
ary talent. In college, she developed an in- 
terest in mysticism. 

A more detailed analysis of this patient’s 
personality and her symptoms follows: She 
is a shy, timid young woman of keen intelli- 
gence, capable of making very witty epigrams 
and aphorisms, and has complete insight and 
orientation. She realizes fully her immaturity 
from the emotional standpoint, pointing out 
that she has not reached the adult level in 
this regard. She has mood swings—now ob- 
streperous, wilful and argumentative, then 
sorry, penitent and weepy. (These have never 
been observed by the examiners.) At times 
feelings of futility are present, combined with 
self-pity. She has a kind of mystic outlook 
on life and would like to pursue either a 
sheltered, ascetic, scholastic career or worldly 
social activities. The latter prevail. She is 
a great procrastinator, putting off various 
literary labors until the last minute and then 
working “like the devil” all night to finish 
them in time. She is invariably late for ap- 
pointments, likes attention and is aware of 
the gracious charm she is capable of exert- 
ing. 

The feelings of unreality vary in their 
depth, and may last for hours, days, or weeks. 
At times they have come on very suddenly, 
say, while eating a meal. The worst episode 
came on directly after marriage, for a rea- 
son which will become apparent. When these 
feelings come on, the room seems to fade out 
and people seem far away. Music of which 
she is very fond does not “come through” 
normally. At times, places or things take 
on a queer, eerie or even sinister look. At 
its worst, a panicky feeling besets her, as- 
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sociated with claustrophobia and a fear of 
going insane; insomnia is also apt to super- 
vene. This feeling of unreality is deepened 
or brought on by alcohol, darkness, dim or 
green and red lights, rooms with low ceil- 
ings, and by certain persons, her husband 
at times. A large expanse like the ocean 
disconcerts her, and being in one certain room 
in her home, is apt to aggravate the condi- 
tion. This feeling of unreality is likely to be 
associated with an emotionless feeling which 
she called an ‘emotional freeze.” A good cry 
manages to “thaw” her out. These times of 
emotional apathy are apt to be associated 
with the premenstrual period, and may not 
be accompanied by feelings of unreality. She 
thinks that her mind works better when she 
is in this ‘‘“emotionless” state. 

Now and again her “super-me” as she calls 
it, chides, derides and almost challenges her 
to commit suicide. This is a kind of “macabre 
obligato” to the “fogs.” 

She thinks that staying at home increases 
her symptoms, hence she will not remain in 
her house at night unless there is company 
present. She frequents theatres and night 
clubs, does not go to bed until very late, 
and then arises late in the morning. 

At various times since her marriage, sadis- 
tic impulses have made themselves manifest. 
These consist of a desire to murder her hus- 
band or certain relatives ‘who least deserve 
it.” Fond of riding in aeroplanes, she has 
thought of seizing the controls and bringing 
about a catastrophic accident, killing herself 
and husband. As a method of murder, stran- 
gulation, too, appeals to her. She is certain 
that these desires will never be carried into 
action but she is very much bothered by the 
very fact that she entertains them. 

She is not anti-social, and particularly likes 
the company of certain people. In playing 
games, she “hates” to be beaten and be- 
comes unreasonably upset if this happens. 

Her claustro- and agarophobic states are 
not as annoying to her as the feelings of 
unreality, and may be blended with the lat- 
ter. She believes that these phobias may be 
brought on by dim, green or red lights. 

Sexual activity bégan at 17 years of age; 
She has had several emotionally charged 
hetero-sexual experiences, lasting months to 
years. A homosexual relationship in college 
culminated a series of innocent adolescent 


“crushes.” It did not last long and seems to 
have made no prolonged impression. The 
feelings of unreality began on the heels of 
a very emotional and trying affair in 1935. 
She married in 1936, while in a “fog.” Mar- 
riage has not proved satisfactory from the 
standpoint of sexual adjustment owing to 
impotence on the part of her husband, and 
the feelings of unreality and other neurotic 
symptoms became worse. She emphasizes the 
marked sexual frustrations present since mar- 
riage, and has a very hard time avoiding 
extra-marital temptations. In all discussions 
of sex she becomes very bashful and she 
cannot bring herself to use descriptive terms 
covering the physiologic aspects of sex life. 

Her habits in regard to alcohol are of in- 
terest. While it increases the “fog,” it makes 
her bolder and happier, so that she is apt 
to resort to cocktails or other drinks while 
a member of night-club parties. If she be- 
comes inebriated, it is only to a mild degree. 
She has found that by taking benzedrine sul- 
phate, she can drink more alcohol without 
becoming intoxicated. 

At the present time she is much interested 
in literature, the theatre and dramatic criti- 
cism, and is very anxious to become pre- 
eminent in this field. 

Her dreams are of interest; they emphasize 
her masochistic sadistic imbalance, her sexual 
longings, and her resistance to authority. 

During the last five years (1936 to 1940) 
the patient has improved considerably—the 
“fogs” are not so intense nor as long-lasting. 
This has not been ascribable to any particular 
treatment since the patient has been seen 
only a few times in the two-year period 
covered by the spring of 1938 to the spring 
of 1940. With improvement her literary work 
has gone forward with more success. On the 
occasion of a visit late in October, 1940, the 
patient stated that she had not experienced 
any feeling of depersonalization for weeks, 
but was unhappy and depressed. This was 
attributed, for the most part, to sexual frus- 
trations. In the course of a discussion as 
to the role of male and female elements 
in her make-up, she asked the examiner 
whether she was more of the feminine or 
masculine type. When she was told that she 
was distinctly feminine in her reaction, she 
was disappointed and said with some heat 
that she “hated the feminine type of mind 
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and thinking.” This admission is of especial 
interest in view of Oberndorf’s belief that 
depersonalization is due to the erotization of 
thinking and a cross-identification with the 
intelligent parent’s (ie., her father’s) type 
of thinking, and the subsequent clash when 
it is realized that certain feminine traits are 
also present and cannot be denied. 

In conclusion, this case is cited to exem- 
plify a mixed neurosis, in which feelings of 
unreality dominate the picture. Emotional 
immaturity, mild depression, claustro- and 
agarophobia, occasional panic reactions, sex- 
ual maladjustment and sadistic and self- 
destructive thoughts make up the picture of 
a poorly organized but non-psychotic per- 
sonality. 

Whatever the ultimate explanations of the 
various phases of this neurosis may be, the 
sequence of events in this case suggests that 
various psychic mechanisms are at work— 
among others a withdrawal of libido in con- 
sequence of loss of an important libidinal 
object, (Nunberg’) and also the disturbance 
in libidinal organization described by Obern- 
dorf3. H. 

Case 2—The patient is an attractive young 
woman, 27 years of age, who has been mar- 
ried for five years and is the mother of a 
child twenty-six months of age. Her pater- 
nal aunt and uncle are neurotic and given 
to hypochondriasis; the former is especially 
fearful of fainting attacks. Her mother has 
been suffering from a neurosis for many years 
—since her early marriage at 16 years of 
age. The mother is afraid to be alone, dis- 
likes the dark, and cannot ride in a vehicle 
(as a train or subway) from which she can- 
not quickly take leave. She also has a de- 
gree of folie de doute. 

The patient’s illness bears some striking 
points of resemblance to her mother’s. It 
also began early in life, at the age of 21 
(5% years ago), while she was being courted 
by her husband. Dizzy spells appeared, fol- 
lowed by a fear of fainting; these symptoms 
continued; the fear of fainting was not less- 
ened by the fact that she never fainted. 
The dizzy spells became fewer so that she 
only has had about ten in the past four 
years. At the beginning of her illness she 
was afraid to go out alone, and soon her 
husband or mother had to accompany her 
or be near her. She feared that she might 
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become dizzy when alone and faint. When 
dizzy, she is anxious to sit and be quiet. 
She has had no conscious fear or fantasy 
in regard to what might happen to her ig 
she did faint. She is able to stay in heq 
alone when her husband leaves early in the 
morning for work. If she forces herself to 
go out alone, anxiety, cardiac palpitation, 
general weakness and panic come on. In the 
condition of panic she wants to move about. 
Shopping and especially delay in being waiteq 
on in shops are particularly disconcerting, 
anxiety-producing, and apt to evoke the feel- 
ing of unreality now to be described. 

For years, on the average of about twice 
a week she experiences what she speaks of 
as a feeling of loss of identity—‘I feel like 
a robot; things grow dark within me though 
vision is clear, objects seem dimmed, but not 
distorted; voices seem a little distant; the 
world seems to be receding, I must repeated- 
ly say to myself, ‘I am so-and-so’.” She 
feels as if in a dream and unsteady. To 
give herself a feeling of reality, she must 
talk to someone, if only by telephone, or 
look in a mirror, or take a drink of water. 
Walking about helps somewhat. If she is in 
a store, she walks out or is constrained to 
do so. At times she feels as if this state 
will culminate in a faint, but it never has. 
Now and again a feeling of panic ensues. 
This feeling of unreality with its above de- 
scribed accompaniments lasts two to five 
minutes at most; it may come on quite sud- 
denly, or at the culmination of a panic. How- 
ever, the feelings of unreality, depersonali- 
zation and panic may occur, each indepen- 
dent of the other. No confusion, disorien- 
tation or defect in consciousness attends these 
periods of depersonalization. If she is with 
friends or relatives, they are not aware of 
her state of mind. After the “attack” she 
feels weak and depressed. She has not had 
an attack of “loss of identity” in the past 
three months (September, 1940). 

At other times, and unrelated to the sense 
of unreality, she has feelings of “inner weak- 
ness.” These are independent of food intake 
and last two or three minutes. When so af- 
fected, she “squirms about” and takes a deep 
breath. This inner weakness has been pro- 
voked by discussion of mental illness. A mild 
degree of claustrophobia is present at times. 
There are no fears of death and none of 
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local or general anesthetics. 

About six times in the past three years 
she has awakened during the night and 
thought she had seen a tall sinister figure 
wearing a fedora hat silhouetted in the dark- 
ness. This frightens her. She does not re- 
gard this occurrence as an “ordinary dream.” 
She has actually called to her husband to 
look at the imaginary figure. The signifi- 
cance of this “dream” is not apparent. As 
for her other dreams, they occur quite in- 
frequently and then are of rather simple 
type—short, patchy and conditioned by the 
domestic or social situations of the preceding 
day. 

These symptoms have restricted her social 
life a good deal, made her quite dependent 
on her mother, husband, and occasionally 
others, and have caused a mild depression 
of mood and a stronger feeling of inferiority. 
The latter has developed to a great extent 
because she thinks that neurotic illness is 
“something one ought to be strong enough 
to prevent,” and because she felt this way 
about her mother’s illness and thought that 
she never would fall victim to it. She hides 
these symptoms from all of her friends and 
relatives except her mother and husband. 
To do this she must have recourse to evasions 
and even lies—all of which makes her feel 
low-spirited and inferior. There have been 
no suicidal trends. One of the most annoy- 
ing symptoms is a tendency to mull for hours 
over projected visits or shopping tours, won- 
dering how she will make out. During these 
periods she “debates” with herself on the 
pros and cons of being able to c-~~y out 
the intended act. There is no other type of 
folie de doute reaction. 

As for her childhood, she says it was a 
sad one. She was a very bright child, one 
or more classes ahead of others of the same 
age. She was graduated from high school at 
16 years. She then took a business course 
and had several secretarial positions. She 
suffered from enuresis until she was 13 years 
old, and was taunted about it. As the only 
daughter, she was dominated by her family, 
especially her parents, and the elder of her 
three brothers. He was a strict and persis- 
tent censor. She envied boys because they 
seemed to have the freedom which was de- 
nied her. As an escape she indulged in day 
dreams of traveling far and wide alone. In 
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adolescence, she would take long walks by 
herself to escape from the family’s domina- 
tion. At the age of 9 she worried a good 
deal about her mother’s illness and her prob- 
able death. Now the illnesses of those about 
her upset her greatly, partly because she is 
dependent on these persons and their dis- 
ability renders aid to her impossible. In ado- 
lescence (from 15% to 18 years) she was 
definitely hypochondriacal, and worried about 
appendicitis, heart trouble, brain tumor, and 
diseases of the nose, eyes and ears. In re- 
gard to the ears, she thought that she might 
become deaf, like her father. 

Sex Life—As a child she was possessed of 
little or no sex curiosity or worries. There 
were no birth fantasies and no frightening 
experiences concerning the onset of menstru- 
ation or otherwise. At the age of 13, she 
found out about sex matters from older girls. 
She has always associated with older girls. 
She had no heterosexual experiences until 
she met her husband. At first she was quite 
boy-shy, but as she matured she had a num- 
ber of male friends. She prefers the com- 
pany of men. There have been no homo- 
sexual experiences. Since marriage, sexual 
life and orgasm are entirely satisfactory. 
She is married to a very amiable, well-built 
man and they seem to be very much in love 
with one another. 

In conclusion, one may describe this case 
as a type of neurose a deux—the daughter’s 
illness simulating the mother’s. The features 
of an anxiety hysteria are associated with 
an interesting type of depersonalization which 
lasts only a brief period. It is tempting to 
speculate on a mother identification, and 
subconscious wishes of harm or death toward 
the mother, which become subconsciously 
self-deflected because of identification. 

Case 3—The patient, a single man of 30 
years, the oldest of four children, presents 
the clinical picture of congenital athetosis 
doublé. He was a forceps delivery and, ac- 
cording to his mother (a graduate nurse), 
was white and “bloodless” at birth; artificial 
respiration was necessary. He was too weak 
to nurse immediately after birth. 

As far back as he can remember, he per- 
formed fine movements of the extremities 
clumsily; this was more evident in the use 
of the hands and fingers. The patient also 
noticed spasticity of the extremities, neck 
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and speech musculature. He began to talk 
at 3 years; difficulty in walking was such 
that he could not go down a flight of stairs 
unaided until after the age of 10 years. He 
did very well in school and was graduated 
from high school and college. 

Neural Status—The patient is a well-built 
white man with good muscle development. 
He is right-handed. He grimaces frequently 
and displays the purposeless, involuntary, 
dystonic movements of bilateral athetosis. 
His speech is slowed, hesitant and explosive 
at times; it is accompanied by a good deal 
of facial grimacing and opening of the mouth. 
Attempts to perform fine movements produce 
gross over-toning and over-action of muscles 
so that the smoothness of the normal act 
is replaced by a set of almost purposeless 
exaggerated movements. At the end of suc- 
cession movements a tremor of the terminal 
parts develops. He uses a special typewriter 
because his handwriting is an almost illegi- 
ble scrawl. The gait is one of bouncing, 
jerky progression with knees somewhat flexed 
and adducted. 

Examination of the cranial nerves disclosed 
the following abnormalities: poor conver- 
gence of the eyes with a slight right in- 
ternal strabismus. Swallowing consisted of a 
series of gulp-like movements. Worm-like 
movements of the tongue were seen. 

The deep reflexes were all present with a 
tendency to a slight right-sided increase; 
there was no Babinski toe sign. There was 
no evidence of focal muscle wasting and 
there were no sensory changes. There was 
no incoordination, but one had to make al- 
lowance for the distortion of movement pro- 
duced by the athetosis and spasticity of the 
musculature. 

Spinal fluid and serologic studies were 
negative. Encephalography revealed no ab- 
normalities. 

Despite the motor and speech handicaps 
imposed by the double athetosis, the patient 
has managed to acquire a very good college 
education. 

As will be seen from his own description 
of the episodes of depersonalization, he gives 
evidence of a high degree of intelligence. 
He is a successful librarian and teacher, and 
does not betray the poor organization of the 
personality exemplified by the first two cases. 

He says “the spells of unreality come on 
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very irregularly and as far as I can dig. 
cover, bear no relation to work, current ae. 
tivities, diet, or any other immediate facto; 
except that some of them follow by a few 
days a period of rather prolonged, heayy 
work, or nervous and emotional strain. 

“All of these spells (of which there haye 
been 20 to 24 in the past 5 or 6 years) fo). 
low a fairly definite pattern. One of the more 
recent ones was as follows: In early March 
of 1938, I was working for several days in 
a university library. This particular spel] 
came on a Tuesday afternoon. On this and 
the previous day, I had been occupied with 
routine bibliographic work that required rath- 
er close attention but no special effort. For 
the preceding six weeks or so, I had been 
carrying a load of office work, teaching, pre- 
paring for an extended trip, that was heavier 
than normal, though I had displayed no signs 
of any real serious overwork. 

“About 4:30 P. M., I was in the library 
taking some notes from a textbook on legal 
bibliography, having been working on this 
since shortly after lunch. The spell began 
as is usual with a certain vagueness in com- 
prehension of the material I was handling— 
a sort of half-conscious wondering as to ex- 
actly why I was doing it, though actually 
my work at the moment and for some time 
since was only a routine part of a definitely 
established job that I held for several years. 
I began to feel unusually weary, not exactly 
sleepy and drowsy, but it took a certain 
amount of effort to follow the printed ma- 
terial. 

“A little while later I began to wonder 
what day of the week it was, followed by a 
certain amount of confusion, and an element 
of fear that in mistaking the date, I would 
do something wrong such as getting appoint- 
ments mixed up or something similar which 
would make me ridiculous, and so on. AS 
the thing developed, a feeling grew to almost 
a conviction—that this was Friday of the fol- 
lowing week and that consequently I should 
be in another town. This was accompanied 
by a group of rather half-clear and muddled 
ideas about some appointments I felt that I 
should have met and a speculation about the 
confusion caused by my not having done so. 

“By 5:00 P. M. I concluded it was useless 
to do any more studying at that time, so 
I put away my things and started for my 
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notel, several blocks away. In going across 
the campus and down through the business 
section of the town, I was almost obsessed 
py a fear of forgetting the number of my 
notel room, or possibly even the hotel itself. 
The magnification in my mind of what are 
normally the most minute and mechanical 
details of life, is another factor common to 
all these spells. In going across the campus, 
too, I had the feeling of not recognizing 
puildings, people, or streets. At this juncture 
another conflicting element entered my mind. 
This always develops about this stage. I feel 
isolated, a complete stranger, and always 
have the sense that I am acting completely 
from habit; for example, if asked the name 
of an individual, a building, or some other 
common thing, I simply would not be able 
to give the answer; it is as if I were in a 
completely strange town. But at the same 
time, I know from past experience that these 
spells always pass over after one to three or 
four hours. As far as I Know, I have never 
actually ‘broken down’—that is, actually been 
unable to meet a routine situation. For quite 
a while, my mind was torn between the ef- 
fort to figure out what day it was and to 
convince myself that I was actually where 
I should be and carrying through a normal 
program; moreover, I kept thinking that the 
whole thing will pass off as it always has 
before, and I was making an effort to for- 
get the whole matter and keep my mind on 
whatever work I was doing at the moment. 
I returned to my hotel room about 5:30 P. M. 
For the next half-hour or so I was still im- 
pressed with a sense of isolation. On the 
way down to the hotel, I had stopped to look 
at an afternoon paper to reassure myself 
about the day of the week and the date of 
the month. Here again the reaction was typi- 
cal. I knew from the paper that it was Tues- 
day, the 14th of March, but the fact did not 
‘fit.’ It only intensified the feeling that the 
most minute things I do must be figured out 
as separate intellectual problems. However, 
after getting to my room, I lay down for 
about an hour and after about 6:30, the 
feeling of strangeness—of separation from 
the world, of uncertainty about the date and 
Place of my current activities—all this grad- 
ually passed away. I slowly began to feel at 
ease, to be certain of myself, and the ex- 
perience of intense nervous and emotional 
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strain which always accompanies these symp- 
toms passed off. By a dittle after 7:00 P. M., 
I felt completely normal and went out for 
dinner and the evening’s activities. 

“Three weeks later another spell came on 
while I was working in my office one eve- 
ning about 8:00 o’clock. This was quite un- 
usual because ordinarily these spells come at 
intervals of several months. At its onset I 
began to wonder what day it was and whether 
or not I should have to teach on the fol- 
lowing day. At the time, I was teaching one 
class on a Monday, Wednesday, Friday sched- 
ule. This feeling of uncertainty about the 
date was very definite, much sharper and 
quite different from the occasional moments 
of absent-mindedness that all busy people 
experience. It was accompanied by a fear 
that almost approached a state of terror— 
that the following morning I should make 
some mistake in my program, such as failing 
to show up for class. 

“Since it was then about 8:30 P. M., I went 
to my rooms and prepared to go to bed, 
though I sent word for the college nurse 
to come down to see me. This feeling of 
isolation, of removal from the world, per- 
sisted after I had gone to bed and shortly 
after, another element entered—a very sharp 
fear of going to sleep in that condition. Here, 
again, the opposing element entered, i.e., the 
knowledge that the thing would pass off in 
a little while and that in the morning I 
should be perfectly normal and at ease. By 
the time the nurse came down, about half 
an hour later, the feeling of very strained 
emotional tension had reached its height. I 
talked to the nurse for 10 or 15 minutes 
about the condition, about campus gossip and 
other minor matters, but there was always a 
very pronounced sense of separation—a dis- 
tinct feeling of being split away—that I was 
merely listening to someone else doing the 
talking. Partly out of personal curiosity, and 
partly because a doctor with whom I discussed 
these spells had asked for all possible infor- 
mation, I had the nurse check pulse and 
temperature (temperature was 97.4 and the 
pulse about 66) though since that was the 
only observation that has been made during 
any of these spells, I doubt that this fact 
had any special significance. I talked with 
the nurse for perhaps half an hour longer 
and again the whole thing gradually passed 
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off. By the time she left, I felt at ease again 
and that everything was in its proper place 
both in my mind and in my relation to the 
external world. 

“These two accounts may be supplemented 
by a very few general observations. One is 
that the feeling of being cut off, the feeling 
of uncertainty about time, and the feeling 
of inability to respond intelligently to any- 
thing more than the most mechanical situa- 
tions is very strong and very definite. Al- 
though I am of a very calm and placid na- 
ture, these spells always bring on a great 
deal of fear which is not very specific, and 
a very considerable nervous tension resem- 
bling, perhaps, the feeling that one has when 
waiting a considerable time for very bad news. 
With one exception, all of these spells have 
come on when I was alone. One came on 
at a family dinner several years ago. The 
duration varies from something under an 
hour to over four or five hours. As nearly 
as I can recall, the first of them came on 
between five and six years ago. It has been 
suggested that these spells are probably the 
result of sustained periods of overwork. It 
is true in this connection that during much 
of the past six years I have carried a pro- 
gram a good deal heavier than normal, much 
of the time being burdened with technical, 
administrative and teaching duties, that were 
usually distributed between two staff mem- 
bers. On the other hand, at least a few of 
them have come at times when for many 
months I have not been doing more than a 
normal amount of work. In the past 12 
months, there have been three of these at- 
tacks—two in March, 1939, and one in Oc- 
tober, 1939. During 1938, there were two. 
There have been usually between two and 
four a year.” 

The patient has never had sexual inter- 
course. However, for many years he has had 
fantasies in which he played the male role 
in coitus. Although friendly enough with 
women, he has never felt sufficiently se- 
cure to initiate a sexual relationship. When 
he became very friendly with someone who 
might prove to be a suitable candidate for 
sexual partnership some intellectual objec- 
tions to her were certain to arise so that 
he terminated the relationship, thereby elim- 
inating the need of having to play the male 
role. 
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In his developmental years, his mother 
played the dominant role. She had direct and 
quite complete care of the children singe 
the father avoided as much of this respongj- 
bility as possible. His mother, a trained nurse, 
was stern in handling the sexual problems 
of the children. The patient’s earliest sexua] 
memories were concerned with threats by the 
mother to put his sister out of the house 
because she had been discovered in some sort 
of sexual play with another girl. His own 
early masturbatory practices were attended by 
fear and a deep sense of guilt. He recalls 
clearly that he and his brothers were threat- 
ened with circumcision as punishment for 
any sort of sexual activity. However, he was 
an omnivorous reader and in early years 
came across literature which reassured him 
that masturbation was a normal adolescent 
practice. Since that time there has been no 
evidence of any definite conflict on this score, 
and masturbation has continued periodically 
to date. 

He seems to have been able to handle his 
sexual strivings in a very successful manner, 
without the development of any neurotic con- 
flicts. 

Comment—lIn this case we are dealing with 
an instance of organic brain disease (athe- 
tosis doublé) in an intelligent man with a 
fairly well organized personality. Episodes 
of depersonalization occurred which lasted 
hours. They were associated with feelings of 
anxiety sometimes reaching the intensity of 
a panic-reaction. 

Case 4—This patient is a single young 
man of 20 years who was first seen on 
November 17, 1937, in consultation with 
his family physician. He was a postal clerk 
in good health until the onset of this ill- 
ness. He declares that he had not been a 
worrisome or neurotic type of individual, and 
there had been no conflicts of any kind. 
He is an intelligent person, a college gradu- 
ate, who entered the post office department 
several years ago. His mother is an anxious, 
neurotic type of woman who is quite wrapped 
up in him. On or about November 7, 1937, 
he began to awaken earlier than usual in 
the morning and could not fall asleep again; 
a few days later a light-headed feeling ap- 
peared in the afternoon, and on November 
13th, he felt so much worse that he had to 
remain home from work. His physician found 





a a a a a a a ae ae ae 


~~ 42 “45 _¢ =r —_— —_ a. toa —— a—J Fr ome — an mn a on a tan 


Fas’ — -* I f*;, rn 








1942 


that he had a fever of 102°, which continued 
for several days. On November 17th, he com- 
plained of a feeling of numbness and weak- 
ness in the four limbs. The light-headedness 
continued to be severe and was just as bad 
lying down as when he was erect. 

"on examination the gait was found to be 
normal. In testing for the Romberg sign, 
he fell to the right at times. The cranial 
nerves were normal. The reflex status was 
normal except for absence of the left lower 
abdominal and cremasteric reflexes. There 
were definite sensory changes; pain and 
touch were diminished in the hands and 
lowest parts of the forearms, and pain (not 
touch) to the knees. In both upper and 
lower limbs, the change from defective sensi- 
bility to normal was a gradual one. Position 
and joint sense and vibration were unaffect- 
ed: there was no astereognosis. 

The acute onset with fever, and the symp- 
toms and signs suggested an inflammatory 
process in the central and peripheral ner- 
vous system. 

He was seen again on December 2, 1937; 
he had improved and on November 29th, had 
even ventured out but felt quite light-headed 
again. In the past two days, he complained 
of a “nervous sensation” in his head which 
kept him awake and from which he was un- 
able to free his thoughts. At this time, his 
neural examination was negative. He was 
next seen in the spring of 1938. He had re- 
sumed steady work in the post office on 
March 1, 1938, after having had a three 
weeks vacation in Florida. His chief com- 
plaint is a “fog” through which he carries 
on all his activities, occupational as well as 
social. This state of mind interferes with 
his enjoyment of life and depresses him 
slightly, though he still enjoys social life. 
His “eyes” blur now and then, he fatigues 
easily and a feeling of head pressure “from 
without-in” bothers him. He sleeps well. He 
admits that he broods about himself, and 
wonders whether he might have dementia 
praecox. 

He was not seen again until February, 1940. 
Since the last visit he has been “in a fog” 
continuously, though he has continued to 
work throughout these two years. He speaks 
of “just existing from day to day,” he be- 
lieves “all his senses are out of coordination— 
eyes and ears do not seem to register cor- 
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rectly,” yet the acuity of vision and hearing 
are normal to ordinary tests. He thinks that 
he is “neurotic and introspective but these 
are the result, not the cause, of the condi- 
tion.” His neural status is normal. 

Comment—tThis case illustrates an instance 
in which feelings of unreality are the main 
symptoms in a clinical picture of “‘neurosis,” 
which followed an acute inflammatory dis- 
ease of the peripheral and central nervous 
system. 

Case 5—The patient is a single man of 55 
years, a compositor, who has been a heavy 
periodic drinker for the past 34 years. He 
contracted gonorrhea 35 years ago and syphi- 
lis 20 years ago. 

He was first seen in September, 1939. Since 
June, 1939, he has been feeling “as if in a 
trance”; things seem unreal. He does his 
work in a newspaper printing room as if he 
were a machine. At times when he looks in 
a mirror, he does not seem to see a reflec- 
tion of his true self. He must force himself 
to work. He is somewhat despondent but keeps 
on working, going about, driving his car, and 
going to places of amusement. He sleeps 
well. His appetite is fair. He feels better in 
the company of people. His sexual desire 
is little, if at all affected. He has lost 14 
pounds in weight (201 to 187). 

The neural status is entirely normal, and 
so are serologic tests. 

Of especial interest is the fact that he 
had a similar condition 20 years ago, when 
he was being treated for a stricture of the 
urethra. The condition lasted several months 
and he made a perfect recovery. 

In the present recurrence, the patient pre- 
sents a rather simple type of depersonaliza- 
tion with few or no other neurotic symptoms 
admixed. He does not elaborate upon the 
feelings of unreality as do the other better 
educated and more observant patients of this 
group. Unlike them, he is making a more 
definite recovery within a shorter time- 
period. He is the only one to have had a 
recurrence after a long free period of 20 
years. 


Discussion 


Derealization and depersonalization are a 
form of disturbance of consciousness at its 
highest functional level. Normally all the ele- 
ments of perception merge with their ap- 
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propriate affective components to produce 
total awareness. In the states of unreality 
under consideration, the final associative in- 
tegration is faulty and though the individual 
is totally aware for all practical purposes, 
his state of mind represents an imperfect 
blend of all the components making up nor- 
mal consciousness. One might compare the 
situation to a picture which is just slightly 
out of focus. At this time it is impossible 
to speculate on the site of the disturbance, 
beyond saying that it would seem to depend 
on a generalized cerebral cortical dysfunc- 
tion. 

Our object in reporting these cases is to 
show the diverse non-psychotic settings in 
which the condition may appear, the varia- 
tions in its manifestations, and especially 
that this disturbance of consciousness is not 
brought about by any one cause. We would 
stress the organic, non-psychogenic nature 
of some cases. Admitting that unconscious- 
ness is due to many causes, we should ex- 
pect that this slighter and less common de- 
fect in consciousness is also brought about 
by multiple factors. In this connection it 
should be said that in head (brain) injuries, 
mild transient feelings of depersonalization 
are very commonly experienced, a_ point 
stressed by E. Jokl in his recent interesting 
monograph (The Medical Aspect of Boxing, 
J. L. Van Schaik, Limited, Pretoria, So. Af- 
rica, 1941). No better examples of so-called 
organic types of depersonalization could be 
cited. 

In our first two cases psychic determinants 
seem to be the causal factors, but as these 
cases were not psychoanalyzed for various rea- 
sons, the exact mechanisms cannot be de- 
scribed with assurance. Depersonalization 
has been studied carefully by psychoanalysts 
but with no agreement as to the exact mecha- 
nisms involved. Oberndorf’s?+ belief has been 
commented upon in connection with Case 1. 
He states that depersonalization is “preceded 
by erotization of thought and the feeling of 
depersonalization is the result of the partial 
or complete repression of the incompatible 
sexual type of erotized thinking.” He has 
given an excellent review of the subject from 
the psychoanalytic standpoint. Fenichel> 
links depersonalization with a flight from 
reality and the subsequent erotization of 
thought, pointing out that “it depends upon 
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the most extreme inhibitions of certain emo. 
tions and other intrapsychic perceptions.” 

Nunberg’ believes that depersonalization 
represents a narcissistic injury brought aboyt 
by the loss of a love object and resulting 
in withdrawal of libido. Schilder® streggeg 
the shift of libido in these patients from their 
own experiences and personalities, and its par. 
tial concentration on a scrutinizing tendency. 
Sadger’ believes depersonalization may be g 
form of psychic castration. Other views of 
the psychodynamics have been expressed by 
Searl’, Federn? and Reik!°. 

In cases 3 and 4, the presence of organic 
disease in the former and the history of what 
seems to have been an infectious disease of 
the nervous system in the latter, bring up 
the likelihood of non-psychogenic determi- 
nants. Even if one concedes the lack of 
psychoanalytic investigation in both cases, 
the clinical features still suggest that this 
peculiar derangement of consciousness might 
well be due to structural disease. In this 
connection we would point out that the close- 
ly allied déja vu phenomenon described in 
proved organic disease of the temporal lobe 
is no different from the same reaction noted 
in certain psychogenic disorders. 

In the last case, the simple type of de- 
personalization is associated with a mild de- 
pression. If the latter be the dominant con- 
dition, then the depersonalization is its most 
prominent manifestation. The recurrent na- 
ture of the depersonalization after a free in- 
terval of 20 years and its rapid improvement 
suggest a close relationship to a recurrent 
cyclic depression. 

Conclusion—Derealization and depersonali- 
zation are symptomatic of disturbance in the 
highest integrations of consciousness. They 
occur in a variety of conditions. Cases are 
described which support the stand that these 
states (like unconsciousness) are ascribable 
to a variety of causes, some psychogenic, oth- 
ers organic. This statement of multiple caus- 
ation is at variance with the views expressed 
by psychoanalysts who stress the neurotic 
(psychogenic) nature of these symptoms. The 
therapeutic implications to be drawn from 
the above hardly need further comment. 
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Organization and Physical Set-Up of 
the Mental Hospital Library® 
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Dr. Gagnon was graduated from the University of 
Montreal Faculty of Medicine in 1925 and took his in- 
ternship at Notre Dame General Hospital, Montreal. He 
is a Diplomate of the American Board of Psychiatry and 
Neurology. Dr. Gagnon is at present Chief Executive Of- 
ficer, Boston Psychopathic Hospital, Boston, Massachu- 
setts, and Instructor in Psychiatry, Tufts College Medical 
School, Boston. 

The modern mental hospital is constantly 
seeking new methods of improving and cur- 
ing its patients. The old tools, however, 
should not be discarded or neglected as in- 
effectual until such time as we are satis- 
fied that they are of no further use. We, 
therefore, should from time to time make a 
survey of these old tools and remodel them 
to their maximum efficiency. The library is 
an old tool, which is capable of expanded 
use. It has been considered until compara- 
tively recently as a more or less important 
“pastime” or recreation for a limited num- 
ber of patients. It was used by some pa- 
tients as a compensation for hospitalization 
with no planned guidance or direction. It 
was not considered as an integral part of 
the hospital facilities for treatment of men- 
tal disease, and few hospital heads took an 
active interest in its organization. Usually 
it was left to the direction and initiative of 
the head occupational therapist, who fortu- 
nately in many instances tried to make it 
available to as many patients as possible. 
The occupational therapist’s numerous other 
activities did not permit her to devote suf- 
ficient time to the library. This lack of 
active interest on the part of the hospital 
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generally resulted in a poorly planned set- 
up. Few assistant physicians were aware of 
its possibilities and made little or no use of 
it in outlining the patient’s routine activi- 
ties. It was lost sight of in the general hos- 
pital organization and little progress was 
made because in a great measure no one 
had charge of the library as a principal re- 
sponsibility. There was no library personnel 
as such and the location of the library and 
the arrangement of the rooms were not 
planned to bring its facilities to the largest 
possible number of patients. In the majority 
of instances it was off the “central beaten 
path.” The library was small and little 
thought was given toward creating the com- 
fortable, quiet, and pleasant atmosphere 
which is a feature in other libraries. Li- 
brary hours were limited and so badly ar- 
ranged that many prospective readers could 
not make use of its facilities. The library 
was not carried to the patients and few books 
ever left the shelves. Magazines, perhaps, 
were distributed to some wards, but most of 
them were appropriated by a few and never 
seen again. The books were obtained either 
by direct purchase from a limited fund or 
through the kindness of benefactors. Little 
thought was given to the type of books placed 
on the shelves and there was no one re- 
sponsible for the character of the reading 
material, so that many harmful books were 
distributed indiscriminately to patients. Few 
of the hospitals made any effort to stimu- 
late patients to use the library, even for a 
pastime or compensation for hospitalization, 
and certainly much less to have books used 
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in a purposeful way directed toward therapy, 
self-improvement, education, and preparation 
for future work. 

If the library is to be used to its maxi- 
mum possibilities, the most important re- 
quirement is that a particular individual 
devote his whole time to its management. 
“It is the librarian that makes the library 
and not the books.” A trained librarian is 
essential to fill this function. The librarian 
should have certain definite qualifications: 
(1) A good personality, particularly patience 
and understanding. The ability to establish 
a feeling of confidence in the patient. (2) 
Some working knowledge of mental reactions 
of the mentally ill. This could best be ac- 
quired by having student librarians and a 
period of training in a well-organized mental 
hospital library. Collaboration between the 
schools and hospitals is practical and would 
be mutually advantageous. The equivalent 
of a period of interneship might well be sug- 
gested. The librarian should attend staff 
meetings where the individual patient’s char- 
acteristics, tendencies, and therapeutic needs 
are discussed in detail. (3) The librarian must 
know well not only the book collection, but 
the patients who make use of the library. 
(4) The librarian must be capable of cre- 
ating and keeping a “library atmosphere,” 
that is, a quiet, and calm place where pa- 
tients may relax and enjoy their reading. 
The librarian should be able to count on the 
active interest and collaboration of the staff 
physicians. Referrals should be made by the 
physicians, not necessarily on a formal pre- 
scription basis. 

In Minnesota! much has been accomplish- 
ed in developing institution libraries, and 
Miss Carey and Miss Perri-Jones have been 
the spearheads of this method of attack on 
mental disease. 

Miss Jones’ objective implied “A service 
based on standard methods so adapted to the 
individual needs of the wards of the state 
as to further efforts for their return to so- 
ciety; or in case that is found impracticable, 
to assist in ameliorating their restricted ex- 
istence. To accomplish this, our program in- 
cludes: trained librarians; adequate book col- 
lections, equipment and housing; furtherance 
of further study to make the service more 


effective.” 
- Gardner? states, “As Bryan and many oth- 
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ers have pointed out, ‘A collection of books 
housed in a room does not constitute a 4. 
brary.’ Three things are necessary, carefully 
selected books, periodicals, and newspapers 
in English and in foreign languages, an ade. 
quate librarian and central place where pa- 
tients may come to read as well as to draw 
and return books. Other facilities may pe 
desirable, but these are essential. It is mogt 
important that the librarian be not only ade. 
quately trained, but also intelligent about 
her work from a therapeutic standpoint. . _. 
Reading is one of several aspects of coordj- 
nated therapy employed. Since it is a form 
of therapy, it requires direction. To give such 
direction one must know the nature of the 
books assigned, understanding fundamental] 
characteristics of different types of person- 
ality and mental disorder, and, above all, she 
must use common sense.” 

The development of the library at the 
Metropolitan State Hospital started imme- 
diately after the hospital opened in 1930, 
under the direction of the Occupational Ther- 
apy Department. Two small bookcases were 
built by the latter department for the occu- 
pational therapy rooms. An appropriation of 
three hundred dollars was made for the pur- 
chase of books. The Division of Public Li- 
braries of the Department of Education, 
Massachusetts, was called upon to help in 
the selection of books and as part of their 
service a field librarian was sent to catalogue 
and classify them. This work was continued 
under the direction of the occupational thera- 
pist. The Occupational Therapy Department 
was located in the basement in the women’s 
section of the hospital. The library occu- 
pied half of a long room and the other half 
was used for class work. Parole women could 
come to the library every morning and after- 
noon except one afternoon, on which an at- 
tendant-nurse brought from the other side 
of the hospital a few men who wished to 
come. Therefore, the library was serving only 
a small percentage of the hospital popula- 
tion. On one evening a week the library 
was opened for the use of employees. 

The library grew rapidly in popularity and 
it was found necessary to give it more space. 
A more accessible location was also consid- 
ered. The reception rooms of the first floor 
which separate the male and female wards 
were chosen as a most satisfactory loca- 
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tion. This was a unit comprised of two rooms, 
a broad hall, the front door of which opens 
into the courtyard and through which pa- 
role patients could come to the library. (See 
plot plan B.) There is also a lengthwise hall 
that opens at one end into the male wards 
and at the other end into the female wards. 
(See floor plan C.) This arrangement en- 
ables the non-parole patients to come and 
go into the library every day if they wish 
and of their own volition, as no attendant 
is needed to accompany them. There is also 
a small room with a lavatory which is used 
as a work room for mending minor tears of 
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books and magazines, and as a place to keep 
old magazines. Book-binding, re-casing, and 
major repairs, and also reconditioning the 
gift books for library use is done in the oc- 
cupational therapy shop. The library was 
opened in its new location on Thanksgiving 
Day, 1934. Besides the regular library furni- 
ture of book shelves, chairs and tables, the 
patients had made a newspaper rack, sticks 
to hold the newspapers, a large bulletin board, 
several small poster holders for the tables 
or desks, several display racks for books, and 
decorative binders for magazines. The Oc- 
cupational Therapy Department hung on the 


PLOT PLAN B. 
The plot plan of the Continued Treatment Building, First Floor 
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The library (1) is located between the Male and Female Services, and is con- 
tinuous with the day-halls of the first floor. Its location permits easy access 
and careful supervision. 
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walls three large and attractive oil paintings, 
the work of a patient; also several good prints. 
They made drapes of a warm wine-colored 
material for the windows and arranged them 
in such a way that no light coming through 
the windows was sacrificed. On the top shelf 
of several of the bookshelf units were placed 
baskets for holding autumn leaves or bright 
red berries and evergreens. Book-ends of 
carved wood or gaily painted metal for dis- 
playing special books were used to advantage. 
The large bulletin board was hung in the 
lengthwise hall above a stand holding a dis- 
play rack, and the books were tied with the 
material displayed on the bulletin board. In 
the hall the librarian and her patient-assis- 
tant placed their desks, each commanding a 
view of the room and sufficiently close to 
the doors leading to the wards, so that a 
forgetful patient could be stopped and re- 
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minded to get the book charged before it 
was taken out. With the library in this cep. 
tral location a far greater percentage of the 
patient population could be served. Tyo 
groups unable to use the library were the 
patients in the Medical Center and on the 
so-called disturbed wards on the third floor 
of the Continued Treatment Unit. These wer, 
served by bringing books to them. A boo 
truck of convenient design was devised for 
this purpose. There is great advantage ip 
having the library divided into at least three 
rooms instead of one large room. It is much 
easier to control small groups of patients 
separated by walls than to control a large 
group of patients in one large room, where 
they tend to excite each other. Another reg- 
son is that it is more home-like and less 
ward-like. It is not only the attractive fur- 
nishings and bright colors but also the ar- 






















FLOOR PLAN C. 
Floor plan of the library is here illustrated 
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. Librarian’s desk and station. 

. Female entrance. 

. Male entrance. 

. Reading rooms, with book shelves around the 


walls. 
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5. Reading tables. 
6. Large hallways (All visitors to the library must 


go through the hallways, and are directly under 
the supervision of the librarian. 


7. Exits. 
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rangement of rooms and hall that attract 
many patients. The library, placed as a sep- 
arate unit and used only when the desire to 
do so dictates, forms the only “normal” en- 
vironment, such as would be enjoyed by the 
patient when outside, to be found in the hos- 
pital. The librarian’s schedule is carefully 
planned in close relationship to the hospital 
routine. The following is the librarian’s daily 


schedule: 


A. M. 
8:00-8:30—Miscellaneous work, i.e., Bulletin 


poards; transfer of reading material from 
Usher’s Office or O. T. Dept. to the library; 
checking incoming magazines and news- 
papers; filling book truck with material to 
take to the Medical Center. 
8:30-9:30—Medical Center Schedule: Tues- 
day M&S 2, 3, ME 1, 2; Wednesday M&S 
1, MW 1, 2; Friday ME 3, MW 3. 
9:30-9:45—Returning old material to library. 
Collecting three patients for work in the 
library. 
9:45-10:45—Library open for women pa- 
tients. 
10:45-11:00—Straightening the library shelves 
and tables for the afternoon session; re- 
turning the three assistants. 
11:00-12:15—Miscellaneous work, i.e., Typing 
catalogue cards; reviewing incoming gift 
books; working on Library Case Records; 
transferring material from O. T. Dept., i.e., 
mended books, magazines which have been 
given covers, new books which have been 
shellacked, accessioned, and date slips and 
pockets pasted in them. 
P. M. 
12:15-1:00—Lunch 
1:15-1:45—Collecting overdue books; typing 
requisitions, memorandums. 
1:45-2:00—Collecting the three patients to 
assist in the library. 
2:00-4:00—Library open for men patients. 
4:00-4:25—-Straightening the library and re- 
turning the three patients. 
4:25-5:00—Monday and Friday. Preparing 
work for the patients for the next day; 
examining work books to be withdrawn, 
mended in library or sent to the O. T. 
Dept.; entering the day’s report. 
4:30-5:00—Tuesday, Wednesday, Thursday: 
Supper. 
5:00-7:00—Tuesday, Library open. 
tients until 6:30 only.) 


(For pa- 
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5:00-6:30—Wednesday, Library open for men. 
5:00-6:30—Thursday, Library open for women. 
The hours were arranged so that the men 
could come every afternoon and the women 
every morning. The library was open one 
evening for the men and one for the women. 
The evening hours were primarily for the 
benefit of working patients who could not 
come during the day. The women patients 
who worked begged so insistently for more 
time in the library that a second evening 
was given to them. It was necessary to di- 
vide the hours between the men and the 
women instead of sharing them because of 
the free use of the library given to the non- 
parole patients and even to several excep- 
tions among the patients of the disturbed 
wards who were permitted to come to the li- 
brary and take out books of which there 
were duplicates. As the library and the con- 
tinued care patients are all under one roof, 
no books are taken to the ward and maga- 
zines are but seldom placed there, the ex- 
ception being the disturbed wards of the third 
floor. On that floor two rooms correspond- 
ing to the library rooms on the first floor 
are used several afternoons a week by the 
occupational therapist. In each of these rooms 
the librarian has placed a shelf full of books, 
mostly duplicates, and also magazines. The 
occupational therapists lend these books 
to patients attending occupational therapy 
classes and other patients who come to bor- 
row them. The books are changed when 
needed. In recent months a visitors’ room 
between wards H-1 and G-1 (See plot plan 
B) was made available to the female parole 
patients in the evening from 6:00 to 9:00, 
as a reading room and as a quiet, restful 
place where the patients can write letters. 
A table and chairs, some stationery, and a 
pencil sharpener were placed in the room. 
The male and female wards of the Med- 
ical Center are each visited twice a week. 
The librarian, with a patient assisting, takes 
books and magazines on a book truck to the 
bedsides and serves the ambulatory patients 
on the sunporches. The types of books taken 
are carefully chosen because there is in this 
group a physical as well as a mental factor 
to be considered. Many of the patients who 
have never been to the library become ac- 
tive readers upon return to the Continued 
Treatment Building after having enjoyed the 
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library service while ill. 

Our experience at the Metropolitan State 
Hospital has shown the value of the proper 
location of the library by the marked increase 
of its use by patients. This increase, how- 
ever, can not be wholly attributed to this 
feature as it coincided with the addition of 
the services of a trained librarian. Charts 
A and B show clearly the tremendous in- 
crease in library patronage. A plot plan of 
the first floor of the continued treatment 
building illustrates the convenient location 
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of the library at the hospital. (See plot 
plan B.) 

New books and magazine subscriptions are 
obtained through the hospital canteen fund, 
This fund is used exclusively for the benefit 
of patients and employees. Other Sources of 
books are the Division of Public Libraries, 
a small public library, individuals, ang Da- 
tients. All gift books, other than the pj. 
vision’s which have been selected witn the 
particular hospital in mind, are censored as 
to their suitability for mental patients. New 
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pooks are advertised to the patients and 
employees by placing the covers on the bulle- 
tin boards in the main hall, where all pa- 
tients and many employees must pass to and 
from the cafeteria. Other library notices are 
also placed there. The librarian crosses the 
large courtyard (See plot plan C—space mark- 
ed “Main Courtyard”) where all may see her 
at least six times a day in line of duty, always 
having some books and magazines with her 
and often a patient assisting. She becomes a 
walking advertisement of the library when 
she passes before the eyes of the patient. 

As an aid to the patients who have poor 
eyesight the librarian has listed the books 
jn the collection which are in 12 point type 
or larger. In some instances the type is 
smaller than 12 point, but is so widely spaced 
that the reading is very clear, so these books 
are also included. New titles are added to 
it each month. This typed list is bound in 
an attractive cover and kept on a stand. 
Many patients would not use it if they had 
to ask for it. Some pick it up and walk 
along the shelves with it and browse through 
the large type books as they locate them 
from the list. Two inexpensive magnifying 
glasses are kept on the librarian’s desk. The 
patients must ask for them. They also have 
to return them to the librarian and not pass 
them to another patient. Patients feel the 
responsibility for them and the librarian sees 
that the glasses do not get taken to the 
wards. They are a boon to those who like 
to study maps, pictures of machinery, the 
dictionary, and encyclopaedia. 

I should like to mention briefly another 
branch or extension, so to speak, of our li- 
brary service, namely, the resources available 
to our blind or partially sighted patients. 
All blind residents of New England may bor- 
row embossed reading matter from the re- 
gional library of Perkins Institution and the 
Massachusetts School for the Blind, Water- 
town, Massachusetts. The circulating division 
of that library comprises approximately thirty 
thousand volumes, the number being aug- 
mented year after year by government grants 
for books for the adult blind. These books 
are distributed to the twenty-six regional li- 
braries in the United States by the Library 
of Congress. Of the thirty thousand volumes 
above mentioned, about twenty-two thou- 
sand are in Braille and the remainder in 
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Moon type, a system for the use of some 
of the elderly blind who may find Braille too 
difficult to master. Moon type resembles the 
raised Roman letter. A fairly recent develop- 
ment in reading material has been the inven- 
tion of the so-called “talking book.” This 
apparatus, somewhat resembling the small 
phonograph, may be purchased, but is usu- 
ally supplied by the American Foundation for 
the Blind or the Massachusetts Division of 
the Blind to blind persons, who may then 
request the loan of records from the Perkins 
library. All reading matter for the blind, in- 
cluding the talking books, is sent free of 
charge through the mails, the result of a 
law enacted by Congress in 1904. The mate- 
rial furnished is broad in scope and rich in 
educational and recreational possibilities, be- 
ing composed of history, science, art, drama, 
poetry, the classics, music, and all worth- 
while modern fiction. Several magazines may 
also be requested. Our blind patients, as soon 
as they acquire sufficient knowledge and fa- 
cility in reading words and phrases from 
cards, are supplied with books embossed in 
Grade One. It is advisable to furnish adult 
beginners with material holding some inter- 
est for them, rather than employing the 
customary primers. This work is supplement- 
ed by frequent reading to the patients for 
more or less brief periods. The books and 
magazines thus used are borrowed from the 
library. 

The library is, therefore, the administra- 
tive center of reading facilities and also 
serves as a place of display for literature and 
artistic productions of the patients, such as 
poems, drawings, and paintings. The liter- 
ary and artistic tendencies of the patients 
are thus encouraged to greater individual ef- 
fort. The writings of the patients could be 
put in print by means of a hospital publi- 
cation. The library surroundings are made 
distinctive by attractive color schemes for the 
walls, woodwork, and furniture. The lighting 
arrangement is also important. Sound-proof- 
ing is very helpful in cutting down noise. 

The coordination of the hospital personnel, 
particularly of the ward and the occupa- 
tional therapy workers, in relation to the 
library is very valuable. To do this the li- 
brary is made available to the employees as 
well as patients. “Seeing is believing,” and 
the employees can do much to encourage or 
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discourage library attendance by patients. 

Records are kept on each individual pa- 
tient, and these records form part of the 
patient’s psychiatric folder (see below). This 
record is used by the librarian in arriving 
at an understanding of the patient’s imme- 
diate and future needs and also permits the 
physician to make pertinent comments help- 
ful to the librarian and is a report of the 
progress made in the patient’s mental con- 
dition. It also gives the physician valuable 
insight into the patient’s mental reactions 
and underlying interests. Some patients may 
show definite drives which could not readily 
be discovered in any other way, particularly 
the non-communicative, withdrawn, and de- 
tached individuals. This gives those inter- 
ested in the library a guiding purpose. It 
was conceived for the better correlation of 
library work, occupational therapy workers 
and psychiatric needs. It is devised to act 
as an information sheet and a guide not only 
for studying tendencies of patients, but to 
observe trends which might be common to 
certain mental conditions. 


METROPOLITAN STATE HOSPITAL 


Waltham, Mass. 
Library Case Record 


Name: W. U. Age: 62. Race: Mixed. Sex: 
M. Date: Admission 7/24/34. Discharge 
Education: Grade School. Occupation: 
Pipe-fitter. Religion: Protestant. 
Diagnosis: Psychosis with syphilitic menin- 
go-encephalitis (general paralysis). 
1. Reads: a) In library, yes. Books, mostly. 
Magazines, yes. (Mostly—only). 
b) Borrows, yes. Books, only. Mag- 
azines, no. (Mostly—only). 
2. Type of reading done: 
a) Books: Adult, yes. Juvenile 
line descriptive word). 

(1) Fiction: Adventure, business, de- 
tective, historical, humorous, love, 
rural, sea, short, western, foreign 
setting. 

(2) Non-fiction: Biography, travel, 
history, science, nature, poetry, 
religion, etc. 

b) Magazines: Literary, love, movie, pic- 
torial, scientific, sport, current events, 
nature, travel, etc. 

c) Newspapers: General, sectarian. 

3. Type of reading avoided by patient (Emo- 


. Under- 
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tional reactions. Patient’s reason), 

a) Western and detective. “I hate al that 
shooting!” 

b) Books that mention boats. “Don’t give 
me any book that has anything aboy 
boats in it.” (See Librarian’s Notes), 

4. Special interest, Romance. Other. _ 
5. What effect does reading have on patient 

a) Pastime reading — Interest in present 
only. 

(1) Indifferent reader. 

(2) Spontaneously expressed interest. 
“What would we do without these 
books!” 

b) Purposeful reading. 

(1) Self-improvement. 

(2) Preparation for future and work. 

c) Stimulates recollections. Examples: 

















































d) Compensation for hospitalization. “Oh, 
it would be awful if we didn’t have this 
library to come to!” 

6. Attention while reading: Good, yes. Fair 

, Pr... 

7. Retention: Good... Fair__._.:.. Poor, 
yes. 

8. Changes occurring in above records: 11/12/ 
36 Pt. read non-fiction for first time—ti- 
ography. 4/21/37 Began reading westerns, 
6/9/37 Began reading mysteries. 
Librarian’s Notes: 10/31/36 Patient is neat 

and clean. Very friendly in manner toward 
librarian and patients. He reads a great deal 
and naively says, “I am constantly amazed 
at all the things you can find in books. Why, 
it is just wonderful!” Grace Livingston Hill 
is his favorite author. The librarian tried to 
find the cause of patient’s aversion to boats, 
and the following conversation took place: 
“Don’t you want this book that has pictures 
of boats in it?” ‘“No—no,” in a reserved tone. 
“Why?” A pause, then in the same tone, “I 
used to have a boat myself.” Another pause, 
then patient said with animation, “This is 
a nice story I have here, (returning to former 
tone). I don’t want that—thank you.” Al- 
ways asked librarian for books until one day 
he proudly told her, “Well, I found a good 
author all by myself.” Now only occasionally 
asks for recommendations. Returns books 
promptly. Often speaks of his scrapbook, 
which he is making. Patient is a worker. 

Doctor’s Comments: 11/25/36 This patient 
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is mildly euphoric and feels quite happy. He 
is in excellent contact with his surroundings, 
and spends much of his time reading. The 
emotional reactions concerning his selective 
reading are interesting. His aversion to shoot- 
ing may well be the result of an attempt at 
suicide by shooting several years ago; the 
pullet is still lodged in his sinus. When ques- 
tioned regarding his dislike of material about 
poats he denied any specific reason, stating 
only he is all “srowed up” now, and that he 
wouldn’t trust himself with a boat or auto- 
mobile now. He enjoys riding, however, and 
would go sailing if given the opportunity. 
He affirms his interest in love stories. It is 
amusing to note that in previous examina- 
tions he has stated that his mental trouble 
was the result of whiskey, women, and hard 
work. Undoubtedly, the library facilities have 
contributed toward keeping him so well ad- 
justed, since his physical condition does not 
permit of occupational therapy to any great 
extent. WC 

Another record, called ‘Patient’s Library 
Record,” is used at the hospital. The ‘“Pa- 
tient’s Library Record” differs from the “Li- 
brary Case Record” in that it is only sta- 
tistical and is an annual record. It shows 
the exact number of times the patient has 
used the library, the number of books bor- 
rowed, and the number of magazines. It 
shows the type of books chosen in the order 
of the patient’s selection; for example, we 
see that one female patient’s first choice was 
a love story, then a sea story. Her high peaks 
among discrimination choice came midway 
in the selection of subjects, namely, travel 
and Dumas. At the end of the year she 
dropped to mystery and youthful stories. 
However, we also see by the number of love 
stories she read that this is her favorite 
subject. (See the accompanying record.) 


METROPOLITAN STATE HOSPITAL 
Patient’s Library Record 


Name: A.S. 

Year: 1937. 

Number of times patient used the 
a 

Number of books borrowed... «16 

Number of magazines borrowed 3 

Type of books in order chosen: 
eS Ln oe tc ops 
Sea 


' 
ry 
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Novel—historical _ 

Travel mens 

Eee 

Adventure _ 

Mystery _ 

Youthful eae) i 
Type of magazines chosen: 

Good Housekeeping 

St. Nicholas 

Miscellaneous Free Magazine 


Re Oe — & DO 


Comment 


In the absence of specific therapies for a 
large number of mental patients it is nec- 
essary to organize all the hospital facilities 
toward a broad, though empirical, therapeutic 
attack on mental disease. All methods of- 
fering some degree of promise should be mo- 
bilized. The library appears to be one valu- 
able tool. Coordinated with the other avail- 
able methods, such as occupational therapy 
and physical education, it has a place as a 
therapeutic agent whether reading be used . 
as pastime and recreation or in a purposeful 
way. Certain essentials are necessary to make 
full use of the library and these are dis- 
cussed in detail. The addition of a trained 
librarian familiar with mental reactions is 
the first essential. The importance of the 
active interest of the physicians, occupational 
therapists and of the ward employees must 
be stressed. Records should be kept in order 
to determine the use made of the library by 
the patients, the factors that promote read- 
ing, and to permit an analysis of the pa- 
tient’s reading habits and their underlying 
interests and drives. The development of the 
library at the Metropolitan State Hospital is 
outlined. 

Boston Psychopathic Hospital. 
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Book Review 


A HISTORY OF MEDICAL PSYCHOLOGY, by Gregory 
Zilboorg, M.D., in collaboration with George W. Henry, 
M.D. Pub. by W. W. Norton and Co., 1941. Pp. 606. 


Zilboorg, by virtue of his education, knowl- 
edge of languages and trends of interest, is 
well capacitated to write a history of psychia- 
try. Henry is an able collaborator. Inasmuch 
as “psychiatry” is a modern term and se- 
lectively defined, the historically older term 
“medical psychology” is used. The authors 
have searched for the rudimentary begin- 
nings of medical psychology and have fol- 
lowed their developments historically, duly 
evaluating their relationships to the cultural 
trends of the times and particularly to gen- 
eral medicine. The sequence is well main- 
tained in facile literary style and one better 
comprehends demonology, witchcraft and 
man’s fearful reluctance to recognize and ac- 
knowledge the existence of his unconscious 
mind and its powerful effects on his think- 
ing and behavior. Eventually came the ad- 
vantages (and disadvantages) of intra-mural 
psychiatry. Eventually came psychiatry en- 
lightenment through the Freudian theories 
and practices. One has enthusiastic respect 
for the pioneers in medical psychology and 
is pleased with the present status of psychia- 
try. But, caution—‘lest we forget that de- 
spite our conviction of being right a future 
Galileo or Newton of psychiatry will find it 
necessary to judge us in the same terms as 
Locke judged the generation which preceded 
him, or we ourselves judge the prejudices of 
Ambroise Paré or Jean Fernel. ... This cen- 
tuary presents only the beginning. It seems 
certain now that the twenty-five hundred 
years of psychiatric history which are be- 
hind us have been but preliminary centuries 
which cleared the field of operation and pre- 
pared the ground for a true psychiatry. The 
Freudian revolution—with the antagonisms, 
misunderstandings, apparent disruption of 


law and order which it caused—does seem tg 
owe its violence as well as its influence tg 
the fact that it was the first practica] em- 
pirical step in the history of medica] Dsy- 
chology toward the foundation of a psychi. 
try which would be a medical discipline. Thjg 
revolution, as it subsides in violence, ag itg 
contribution to the knowledge of mental dis. 
ease becomes an integral part of medica) 
science, will yet have to be considered for 
a period as, having created more medica] 
problems than it solved. For, having brought 
the field of the neuroses within the orbit 
of medical sciences more definitely than even 
the work of Charcot and Bernheim, it also 
made clear that the medical psychologist 
who must be a physician must also include 
as the indispensable prerequisites of his rq- 
tional, scientific, medical functioning such 
large territories of knowledge as sociology 
and anthropology. In this era of specializa- 
tion the very history of medical psychology 
demands an almost encyclopaedic training 
of the psychiatrist. Of all the branches of 
medicine, psychiatry—by the very nature of 
the diseases with which it deals—requires 
both the highest degree of specialization and 
the broadest medical and cultural education. 
Mental diseases are apparently the only dis- 
eases which deserve the appellation of social 
diseases, not because they are caused by social § 
factors alone but because a mentally sick in- 
dividual functions with the totality of his 
endowments. A psychological conflict lead- 
ing to disease cannot but use as its vehicle 
the sum total of the cultural problems which 
are characteristic of the individual’s age. One § 
cannot understand the disease without under- 
standing its language, and its language is 
always the language of the primitive cul- 
tural past intimately interwoven with the 
cultural present.” 
G. M. 
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